The Short Alcohol Dependence Data Questionnaire (SADD) has shown good reliability and validity in previous studies. In Mexico, although it is widely used in addiction treatment centers, little is known about its psychometric properties and diagnostic accuracy.
BACKGROUND
According to the literature, alcohol use disorders (AUD) are among the most important risk factors for traumatic injuries, family problems, crime, violence, and economic loss.
1,2 They account for 4.2% of the global disability-adjusted life years (DALY) in low-and middle-income countries, as well as 6.7% of global the DALY in high-income countries. 3 In Mexico, it is estimated that alcohol use is among the four leading risk factors responsible for 64.5% of the DALY in general population, which impact overall on the health care system. 4 Therefore, it is relevant to identify individuals with AUD in order to reduce the disease burden attributable to alcohol.
Many strategies have been employed to assess AUD, including structured clinical interviews, such as the Composite International Diagnostic Interview, 5 and semi-structured clinical interviews, such as the Mini International Neuropsychiatric Interview. 6 Self-report questionnaires might be also useful tools to screen patients with AUD, taking less time and not requiring special training for their administration. 7, 8 Among these, we found the Severity of Alcohol Dependence Questionnaire (SADQ), the Alcohol Dependence Scale (ADS) and the Short Alcohol Dependence Data Questionnaire (SADD), all based on the construct of the alcohol dependence syndrome (ADS) described by Edwards and Gross. 9 The SADQ is a 20-item questionnaire which emphasizes withdrawal symptoms and physical dependence. 10 However, it is argued that the biological emphasis of the SADQ is less likely to have discriminative power in mild and moderate dependence. 11 Its counterpart, the ADS, is a 25-item questionnaire that evaluates psychophysical withdrawal symptoms and loss of behavioral control. 12 However, its lack of accuracy with the Diagnostic and Statistical Manual of Mental Disorders Fourth Edition (DSM-IV) alcohol dependence (AD) was recently revealed. 13 On the other hand, the SADD, derived from the Alcohol Dependence Data (ADD) questionnaire, exhibits high correlation (r=.92) with ADD scores. 14 The SADD is particularly sensitive in evaluating mild-to moderate-range dependence, because it includes cognitive, behavioral and biological components. 14 The original SADD version reported item-total correlations >.50, as well as a split-half reliability of r=.87. Davidson and Raistrick 11 reported several studies that measured the concurrent validity of the SADD with associations from moderate to high (.49-.83). Davidson et al. 15 suggested using the SADD as a 14-item questionnaire as item 9 showed low correlation with the total score.
Among the studies that evaluated the SADD in countries outside the U.K., we found studies in Brazilian and Indian populations. The first good test-retest reliability was found in a self-report of .90 and a interviewer form of .81. 16 In the latter, the SADD was modified and validated with a 12-item version. Exploratory Factorial Analysis results in a unifactorial model that explained 59.3% of the variance. The authors referred that all the items demonstrated a factor loading of >.5, which is evidence of internal validity, as well as significant association among SADD scores with the amount of alcohol consumed (r=.62) and social dysfunction (r=.56) as external validity. 17 In Mexico, the SADD was translated by Echeverría, Oviedo and Ayala, 18 but its psychometric properties were later reported by Sánchez 19 in an unpublished work using an outpatient sample. This obtained a good internal consistency (=.84) and, in an EFA, a factorial model that explains 56.41% of the variance. The SADD is widely used as a screening instrument in a brief intervention for at-risk drinking at outpatient addiction treatment centers. 20 However, at residential centers, where 27.2% of the alcohol users in Mexico receive care, the psychometric properties of the SADD remain unknown. 21 Furthermore, there is little evidence of the SADD diagnostic accuracy. Thus, the objective of the present study was to evaluate the psychometric properties and diagnostic accuracy of three SADD versions (15, 14 , and 12 items) in a population receiving care at 30 addiction residential centers.
METHOD
The current study is part of a research protocol aimed at determining the psychometric properties of a set of 11 self-report clinical scales in a Mexican sample of patients with substance use disorder (SUD) at 30 addiction residential centers localized in Midwestern Mexico (in the states of México, Puebla, Querétaro and Hidalgo, and Mexico City).
Participants
For this paper, the data of the 570 participants were analyzed (figure 1). The sample comprised 502 (88.1%) men and 68 (11.9%) women. Participants were aged between 18 and 60 years, were literate and were attending a center for substance use problems, with at least one week of abstinence. Exclusion criteria included: symptoms of psychosis, mania, hypomania or cognitive impairment at the screening. 
Measures
Participants completed the Mini International Neuropsychiatric Interview in Spanish (MINI 5.0), 22 a structured diagnostic interview that explores the major psychiatric disorders in the Diagnostic and Statistical Manual of Mental Disorders (DSM) and the International Classification of Diseases (ICD). 23 The MINI has shown good validity and reliability, can be administered in a relatively short time period (average 18.7 ± 11.6 min) and there is a Spanish translation of the SADD 15-item version, 14 which uses a four-point, anchorage, Likert-type scale, with a minimal score of 0 and a maximal score of 45.
Procedures
All subjects were recruited for voluntary participation at each center and were assessed for eligibility utilizing the Mini-Mental State Examination (MMSE) in Spanish for dementia 24 and the MINI 5.0 to assess substance abuse/dependence, as well as other psychiatric conditions. A set of 11 self-report clinical scales was administered to all eligible participants immediately after screening. All interviewers were trained and certified in all study procedures. Each study procedure was approved by the Institutional Review Board of the National Institute of Psychiatry Ramón de la Fuente Muñiz.
Data analysis
Psychometric analyses included internal consistency using Cronbach's alpha and Pearson correlations. One factor model was tested using maximum likelihood CFA for three SADD versions, considering current tendencies in studies performing CFA. 25 The goodness-of-fit indixes employed were the following: Chi square (χ 2 ); degrees of freedom (df); 
Reliability and Validity
The mean for the three SADD scores was 17.3 (standard deviation [SD]=10.6), 15.8 (SD=10.4) and 13.8 (SD=9) (15, 14 and 12 items, respectively) in the overall sample. All SADD versions showed good internal consistency (=.91, =.92, and =.91, respectively). The 15-item questionnaire exhibited significant item-total correlations >.50, with the exception of item 9, which had a low correlation (.28). The remaining SADD versions had item-total correlations >.51. 
Diagnostic Accuracy
The correlation between SADD and MINI 5.0 scores was .55 (p<.01). Receiver Operating Characteristic (ROC) curve analysis revealed that the 15-and 14-item questionnaires accounted for 85% of the AUC (95% confidence interval [95% CI, .81, .89]), whereas the 12-item questionnaire accounted for 84% of the AUC (95% CI, .80, .88) (figure 2).
There were three cut-off points for the SADD: a cutoff point of 14 optimized sensitivity (.80) though specificity (.81); a cut-off point of 12 optimized sensitivity (.80) though specificity (.81) and a cut-off point of 10 sensitivity (.81) specificity (.80), respectively, in the study sample. DeLong's test indicated that there were no statistically significant differences among the AUC of the 15 
DISCUSSION AND CONCLUSION
This study sought to evaluate three versions of the Short Alcohol Dependence Data Questionnaire (15-, 14-and 12-item models) through Confirmatory Factorial Analysis (CFA) and Receiver Operating Characteristic (ROC) curves. The three SADD versions showed good internal consistency (between .91 and .92), evidence for construct validity and a fair discriminatory diagnostic capacity. These findings prove that SADD is a single-dimension scale and supports the identification of patients with AD.
According to previous studies, item 9 (Do you try to control your drinking by giving it up completely for days or weeks at a time?) showed low item-score and within items correlations, 15 which suggest that limit setting is not a common trait in people with AD. Likewise, items 13 (The morning after a heavy drinking session, do you go out of your way to avoid people?) and 15 (Do you go drinking and the next day find you have forgotten what happened the night before?) are directly associated with alcohol use-related problems rather than the ADS. 17, 29, 30 However, there is little evidence on these measurement problems in the literature. Through the analysis of three SADD versions, we observed that the properties of the 12-item version barely differ from the 15-and 14-item versions, suggesting that items 9, 14 and 15 may not add significant information about the behavior of patients with alcohol use.
A CFA with a SADD one-factor solution resulted in a fair model fit for the three versions. This finding supports the Davidson et al. 15 hypothesis that assumes the SADD single-factor structure. In addition, it adds to evidence pointing out the homogeneity of the ADS. [31] [32] [33] [34] On the other hand, given that the dissemination of screening procedures is conducted in Mexican primary care addiction centers, the testing accuracy of screening becomes a main concern. Therefore, the determination of an optimal cut-off score for a specific population improves the practices, allowing clinicians to rule in or rule out patients into treatment with accuracy. 35 The diagnostic properties of the cut-off scores determined by operating characteristics curves of SADD imply that, independently of the version used, questionnaire accuracy can be trusted. However, the selection is recommended of a specific cut-off score according to the objective of the screening (whether or not higher specificity or higher sensitivity is required). 
items version 14 items version 15 items version
In Mexico, another measure used to evaluate alcohol use is the Alcohol Use Disorders Identification Test (AUDIT). However, since this is a test designed specifically to increase the detection of a spectrum of alcohol problems, it exhibits a greater capacity to screen less severe alcohol problems, such as at-risk, harmful and hazardous drinking, and low sensitivity to dependence. [36] [37] [38] Thus, SADD raises the alternative of identifying persons with AD in primary-care settings.
A limitation of this study was the small size of women sample for conducting subgroup analyses and for identifying gender-specific, optimal cut-off scores. A second limitation was the amount of self-report scales administered, which could result in biased answers as a result of respondent fatigue.
In conclusion, the three SADD versions are reliable and valid measures to assess AD. Moreover, they show optimal cut-off scores for the improvement of patient identification treatment centers and, consequently, referral to specialized care. Future studies should examine the operating characteristics of the SADD in different clinical samples (e.g., outpatients, women, psychiatric samples) to determine specific optimal cut-off points and to test the generalizability of these findings.
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